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Abstract  The  main  organs  in  the  left  iliac  fossa  are  the  descending  colon,  sigmoid  colon  and,  in
women, internal  reproductive  organs.  An  infection  of  the  left  iliac  fossa  must  lead  the  clinician
ﬁrstly to  suspect  diverticulitis  of  the  sigmoid  colon  in  older  patients  and  salpingitis  in  women  of
childbearing  age.  Other  less  common  aetiologies  are  possible  (inﬂammatory  or  infectious  colitis,
epiploic appendagitis,  abscess  of  the  psoas,  pyelonephritis,  renal  abscess,  etc.).  Sonography  as
a ﬁrst-line  investigation  may  lead  to  diagnosis  (especially  in  gynaecological  disease),  but  a  CT
scan with  intravenous  injection  of  an  iodine-containing  contrast  medium  will  allow  for  a  full
assessment  of  disease  spread,  and  complications  of  sigmoid  colitis  or  its  differential  diagnoses
(abscess,  ﬁstula,  perforation)  to  be  investigated.  It  can  also  be  used  to  guide  percutaneous
drainage or  ﬁne-needle  aspiration  for  microbiology  investigations.
© 2012  Éditions  françaises  de  radiologie.  Published  by  Elsevier  Masson  SAS.  All  rights  reserved.
Anatomy of the left iliac fossa
The  left  iliac  fossa  corresponds  to  the  anatomical  region  of  the  left  colon  and  the  left  ovary
in  women.  The  descending  colon  extends  from  the  splenic  ﬂexure  to  the  sigmoid  colon.
It  is  located  deep  in  the  left  lumbar  fossa  and  left  iliac  fossa,  continuing  vertically  at  an
oblique  angle  anteriorly.  It  is  covered  by  the  peritoneum  except  for  its  posterior  surface,
which  is  connected  to  the  posterior  abdominal  wall  by  the  descending  colon  mesentery.
In  the  left  iliac  fossa,  the  back  of  the  descending  colon  meets  the  iliopsoas  muscles  and
the  lumbar  quadrate  muscle.  Anteriorly,  it  is  covered  by  the  coils  of  the  small  intestine.
Laterally,  it  delineates  the  left  paracolic  gutter  where  it  meets  the  abdominal  wall.  The
sigmoid  colon  follows  on  from  the  descending  colon  and  continues  to  the  rectum.  It  is
situated  in  the  pelvis,  forming  a  curve  with  a  varying  shape  depending  on  its  length.  It
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is  mobile,  surrounded  with  peritoneum  and  held  in  place
by  the  sigmoid  mesocolon  (a  double  fold  of  peritoneum
with  its  apex  at  the  left  common  iliac  artery).  In  front  it
meets  the  bladder,  the  uterus,  the  ovary,  the  uterine  tube
and  the  left  broad  ligament.  It  meets  the  rectum  behind  and
the  loops  of  the  small  intestine  and  the  greater  omentum
above.
The  lower  pole  of  the  left  kidney  is  surrounded  by  fatty
and  cellular  tissue,  and  meets  the  psoas  muscle  behind,  the
descending  colon  mesentery  and  the  coils  of  the  jejunum.
The  ureter  follows  a  vertical  and  medial  course  as  far  as  the
superior  aperture  of  the  pelvis  where  it  crosses  over  the  iliac
vessels  before  joining  the  bladder,  following  a  concave  curve
in  front  and  inside.  The  ureter  is  retroperitoneal  becoming
extraperitoneal  in  its  pelvic  section.
Located  in  the  ovarian  fossa  (which  is  intraperitoneal),
the  ovary  is  mobile  and  held  in  place  by  several  suspend-
ing  ligaments,  as  well  as  by  the  mesovarium  (which  joins
the  ovary  and  the  posterior  fold  of  the  broad  ligament).
Continuing  from  the  uterine  horn,  the  uterine  tube  is  a
mobile  conduit  situated  in  the  mesosalpinx  that  held  in
place  due  to  its  continuity  with  the  uterus,  the  mesos-
alpinx  and  the  ovarian  ﬁmbria  (which  links  the  end  of  the
uterine  tube  to  the  ovary).  Through  the  mesosalpinx,  it
meets  the  coils  of  the  small  intestine,  the  greater  omen-
tum  and  the  sigmoid  colon  at  its  isthmus,  as  well  as  the
sigmoid  mesocolon  and  sigmoid  colon  at  its  ampulla  and
infundibulum.
Radiology techniques
The  French  Health  Authority  (HAS)  recommendations  from
2009  no  longer  ﬁnd  any  place  for  plain  ﬁlm  radiography  in
the  investigation  of  left  iliac  fossa  infections,  with  the  possi-
ble  exception  of  when  looking  for  a  radiodense  foreign  body
(endoluminal  foreign  body,  textiloma).
Sonography  is  a  quick  and  dynamic  examination  with-
out  exposure  to  radiation  that  is  readily  available  and  can
be  done  at  the  patient’s  bedside.  Although  it  performs
only  mediocrely  in  obese  patients,  sonography  is  often  the
ﬁrst-line  diagnostic  investigation  used,  especially  in  gynae-
cological  pathologies.
Computed  tomography  (CT)  is  usually  the  reference
investigation  in  the  exploration  of  a  left  iliac  fossa  infection.
It  is  carried  out  after  intravenous  injection  of  an  iodine-
containing  contrast  medium  in  the  venous-phase  acquisition
(70—80  seconds).  A  study  without  contrast  injection  and
an  arterial-phase  acquisition  may  be  useful  depending  on
the  aetiology  suspected.  Oral  administration  of  a  contrast
medium  can  be  discussed  depending  on  the  indication.  This
is  done  using  water  or  water-soluble  products.
MRI  is  not  a  ﬁrst  line  examination,  especially  in  cases  of
sepsis,  but  because  it  does  not  emit  radiation  it  may  still
form  part  of  the  investigations  of  some  aetiologies  in  young
patients,  such  as  chronic  inﬂammatory  colitis  or  when  the
psoas  muscle  is  affected.If a  patient  presents  with  fever  and  pain  in  the  left  iliac
fossa  the  clinician’s  ﬁrst  suspicion  should  be  a  gastrointesti-
nal  cause  in  older  subjects  and  a  gynaecological  cause  in
women  of  reproductive  age.
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astrointestinal aetiologies
igmoid diverticulitis
his  is  the  most  common  aetiology.  A  sonogram  can  be  done
f  there  is  any  doubt  over  diagnosis.  This  would  be  look-
ng  for  any  non-speciﬁc  thickening  of  the  sigmoid  muscularis
nd  any  adjacent  abscess  (a  collection  of  ﬂuid  with  multiple
yperechoic  air  spaces,  which  can  be  depressed  when  mov-
ng  a  catheter  past).  Although  the  diagnostic  performances
f  both  sonography  and  CT  scanning  are  statistically  compa-
able,  sonography  is  less  capable  of  assessing  differential
iagnoses  [1].  An  abdominal  and  pelvic  CT  scan  therefore
emains  the  reference  examination,  with  99%  sensitivity  and
peciﬁcity  [2].  It  must  be  carried  out  very  soon  (in  the  ﬁrst
2  hours)  after  treatment  with  antibiotics  has  been  started,
o  that  symptoms  are  not  masked.  It  is  done  using  an  intra-
enous  injection  of  an  iodine-containing  contrast  medium,
ut  some  authors  suggest  that  a  low  dose  acquisition  without
ontrast  injection  presents  the  same  sensitivity  and  speci-
city  as  a  normal  dose  acquisition  with  contrast  [3].  Oral
dministration  of  the  contrast  medium  makes  it  easier  to
ssess  wall  thickening  or  a  small,  contained  gastrointestinal
erforation.  CT  scanning  demonstrates  localised  thickening
round  the  sigmoid  colon,  rounded  images  of  diverticula,
nd  inﬁltration  of  the  fatty  tissue  surrounding  the  colon.  It
an  also  identify  complications:  peridiverticular  abscess  of
he  sigmoid  colon  (Fig.  1a,  b)  or  at  distant  sites  (liver,  psoas,
anks),  ﬁstulae,  especially  colovesical  (clinically  suspected
here  there  is  pneumaturia  or  fecaluria)  or  colovaginal  ﬁs-
ulae  (faecal  discharge),  mesenteric  vein  thrombophlebitis,
 perforation,  gas  in  the  portal  system  or  the  mesentery  and
nally  obstructions.  All  necessary  investigations  for  divertic-
lar  disease  can  be  done  using  CT  scanning  and  it  can  guide
he  chosen  treatment,  especially  percutaneous  drainage  of
n  isolated  abscess  larger  than  5  cm  [4].  The  complications
f  diverticulitis  of  the  sigmoid  colon  (abscess,  perforation)
re  factors  that  cause  conservative  treatment  to  fail  [5].
hey  lead  to  an  indication  for  deferred  surgery,  once  the
pisode  of  infection  has  been  treated  and  after  a  subsequent
ollow-up  coloscopy,  which  will  be  looking  for  any  underly-
ng  neoplasm  that  can  often  be  misdiagnosed  on  imaging  in
he  acute  phase.
ess common aetiologies
iverticular  disease  of  the  small  intestine
iverticula  in  the  small  intestine,  especially  in  the  jejunum,
re  rare  and  may  complicate  6  to  10%  of  cases.  Jejunum
iverticulitis  can  clinically  mimic  left  colonic  diverticulitis.
he  two  diagnoses  can  be  distinguished  on  a  CT  scan.
olitis
atients  generally  present  symptoms  across  the  area,  but
hey  can  sometimes  be  localised  to  the  left  iliac  fossa  when
nly  the  rectosigmoid  colon  is  involved.  A  ﬁne  slice  CT
can  with  both  oral  and  intravenous  administration  of  a
ontrast  medium  is  recommended.  A  distinction  is  made
etween  inﬂammatory,  infectious  and  iatrogenic  colitis  [6].
rohn’s  disease  rarely  leads  to  symptoms  on  the  left  and
resents  as  asymmetric  and  non-continuous  thickening,  with
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Figure 1. Sigmoid colon diverticulitis complicated by a pericolonic abscess (a collection of ﬂuid with indistinct borders, thick and enhanced
w view.
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salpingitis.  Sonography  is  the  ﬁrst-line  investigation  for  diag-
nosis.  Nonetheless,  CT  scanning  is  often  useful  to  assess
disease  spread,  and  investigate  complications  or  differentialalls, containing bubbles of gas): a: axial view; b: oblique coronal 
seudodiverticula  of  the  antimesenteric  wall  and  ulcera-
ion.  Haemorrhagic  rectocolitis  always  affects  at  least  the
ectum  appearing  as  symmetrical  and  continuous  thickening
ith  mucosal  hyperemia  (halo  sign).  Both  of  these  types  may
e  associated  with  inﬁltration  of  the  surrounding  fatty  tis-
ue  and  sometimes  ascites.  If  a  patient  presents  fever,  then
hey  should  be  investigated  for  a  ﬁstula  (Crohn’s  disease)  or
n  abscess.  Infectious  colitis  is  diagnosed  based  on  clinical
xamination  and  laboratory  testing,  and  sometimes  also  on
 coloscopy  with  biopsies.  Symptomatology  seen  on  imaging
s  not  speciﬁc  and  combines  wall  thickening  with  inﬁltra-
ion  of  fatty  tissue  and  ascites.  Left-sided  presentations
hould  lead  to  a  suspicion  of  intestinal  amebiasis  (schisto-
omiasis),  shigellosis  or  venereal  disease  (herpes,  syphilis,
onorrhoea,  etc.).  Acute  iatrogenic  colitis  is  usually  due
o  antibiotics.  The  main  form  is  pseudomembranous  colitis
aused  by  Clostridium  difﬁcile.  Although  cases  of  iatrogenic
olitis  are  often  pancolitis,  isolated  thickening  can  be  seen
n  the  rectosigmoid  colon  walls  along  with  oedema,  hyper-
mia  and  polypoid  protrusion  (target  sign,  accordion  sign),
nﬁltration  of  fatty  tissue  and  ascites  [7].
eft-sided  appendicitis
his  is  described  in  association  with  intestinal  malrotation
r  a  complete  situs  inversus  (Fig.  2).  Ninety-ﬁve  cases  have
een  reported  in  the  literature  [8].  Protracted  diagnosing
ay  lead  to  a  CT  scan  being  carried  out  on  which  the  symp-
omatology  of  the  principal  diagnosis  and  its  complications
re  the  same  as  it  is  when  right-sided.
piploic  appendagitis
n  rare  cases  patients  present  a  clinical  picture  of  fever.
his  is  an  ischaemic  infarction  of  an  epiploic  ﬁmbria  due
o  torsion  or  spontaneous  thrombosis  of  its  central  drainage
ein.  It  is  principally  diagnosed  on  a  CT  scan  and  appears  as  a cm  mass  made  up  of  inﬁltrated  fatty  tissue,  centred  around
 hyperdense  nodule  (venous  thrombosis),  that  adheres  to
he  anterior  surface  of  the  sigmoid  colon  with  the  wall  often
emaining  intact  [9]  (Fig.  3).
F
soreign  body
 foreign  body  in  the  sigmoid  colon  or  a  textiloma  can  lead
o  febrile  symptoms  and  pain  in  the  left  iliac  fossa.  A  plain
lm  radiograph  demonstrates  radiodense  foreign  bodies,  but
hey  are  better  detected  and  localised  on  a CT  scan  (Fig.  4).
ynaecological aetiologies
ynaecological  infections  usually  begin  in  the  lower  geni-
al  tracts  (vagina,  cervix),  then  ascend  to  the  endometrium
endometriosis)  followed  by  the  uterine  tubes  (salpingitis).
ubo-ovarian  abscesses  complicate  30%  of  cases  of  acuteigure 2. Appendicitis complicated by an abscess with complete
itus inversus.
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Figure 3. Left-sided epiploic appendagitis. An oval mass to the Figure 5. Bilateral salpingitis complicated by tubo-ovarian
a
e
f
g
w
E
a
b
n
g
(
s
complication  due  to  the  risk  of  septic  pulmonary  embolism.
Sonography  has  low  sensitivity  and  CT  scanning  shows  aanterior surface of the descending colon which is normal, with inﬁl-
tration of the adjacent fatty tissue (red arrow).
diagnoses.  Sonography  demonstrates  a  lateral  uterine  mass
that  can  be  hypoechoic  or  heterogeneous,  with  multiple  sep-
tations,  thick  walls  and  ﬂuid  effusion  of  the  rectouterine
pouch.  The  presence  of  gas  (hyperechoicity)  is  an  indicator
of  abscess.  CT  scanning  can  precisely  reveal  this  symptoma-
tology  (Fig.  5)  if  there  is  any  doubt  about  the  diagnosis
(radiation  is  to  be  avoided  in  the  often  young  women  who
present  this  disease)  and  highlights  an  anterior  displacement
of  the  mesosalpinx,  a  thickening  of  the  uterosacral  liga-
ments,  and  rectosigmoid  or  ureteral  involvement  [10,11].
The  combination  of  a  pelvic  abscess  with  an  intrauterine
device  must  cause  the  clinician  to  suspect  pelvic  actinomy-
cosis.  Infection  with  Actinomyces  israelii  progresses  slowly
and  can  mimic  a  pelvic  tumour.  CT  scanning  is  indispensable
to  assess  disease  spread  and  to  guide  ﬁne-needle  aspiration
Figure 4. Foreign body (needle) in the sigmoid colon, compli-
cated by a gastrointestinal perforation (extra-colonic bubbles of
gas).
F
t
ebscesses (red arrows: collections with multiple septations, thick
nhanced walls, and a bubble of gas on the right).
or  microbiology,  meaning  that  a  positive  diagnosis  can  be
iven  after  a  longer  period  of  culture  growth.
Fever  and  pain  in  the  left  iliac  fossa  in  a  post-partum
oman  suggests  endometriosis  or  pelvic  thrombophlebitis.
ndometriosis  complicates  2—3%  vaginal  deliveries  and
pproximately  14%  of  caesarean  sections.  Sonography  may
e  normal  or  it  may  demonstrate  a  thickened  and  heteroge-
eous  endometrium,  with  intracavity  ﬂuid  or  intrauterine
as  [12]. Septic  thrombosis  of  the  ovarian  vein  is  rare
0.05—0.17%  of  births)  and  localised  exclusively  to  the  left
ide  in  only  6%  of  cases  (Fig.  6).  This  is  a  potentially  fataligure 6. Septic thrombophlebitis of the left ovarian vein con-
inuing to the left renal vein (an intravascular hypodensity and wall
nhancement, inﬁltration of adjacent fatty tissue).
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Figure 7. Left-sided sacroiliitis complicated by an abscess of the iliopsoas muscles: a: collection of ﬂuid with enhanced walls in contact
with the joint; b: repeat imaging after percutaneous abscess drainage.
dilated  and  hypodense  ovarian  vein,  with  contrast  uptake
showing  ring  enhancement  [13].
Muscle and urinary system aetiologies
Abscesses  of  the  iliopsoas  muscle  are  rare,  and  may  be
idiopathic  or  secondary,  due  to  haematogenous  spread  or
contiguous  spread  from  the  kidneys  (pyelonephritis  with
abscess),  gastrointestinal  system  (sigmoid  colitis,  Crohn’s
disease)  or  bones  (septic  arthritis,  tuberculous  or  pyo-
genic  spondylitis,  osteomyelitis).  CT  scanning  demonstrates
enlarged  muscle,  containing  a  hypodense  ﬂuid  collection
with  thick  walls  and  indistinct  borders,  that  sometimes  has
multiple  loculations,  and  inﬁltration  of  adjacent  fatty  tis-
sue  [14]. A  hematoma  can  be  distinguished  from  a  tumour
based  on  the  clinical  context,  gas-ﬂuid  level  within  the
lesion,  or  the  presence  of  air  bubbles  [15]. The  treatment  is
percutaneous  drainage  and  a  course  of  suitable  antibiotics
(Fig.  7a,  b).
Left-sided  renal  colic  can  present  as  fever  and  pain  in
the  iliac  fossa.  A  very  high  or  a  persistent  fever  against  a
background  of  correctly  treated  acute  pyelonephritis  must
Figure 8. Left-sided renal abscess complicating pyelonephritis in
a 27-year-old female.
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read  the  clinician  to  suspect  a  renal  or  perirenal  abscess.
his  may  be  suspected  on  sonography,  but  conﬁrmed  by  a  CT
can  with  contrast  medium,  which  shows  a  hypodense  mass
ith  distinct  borders,  a  thick  and  irregular  wall  or  a  pseu-
ocapsule  containing  ﬂuid  or  sometimes  gas  (Fig.  8).  The
djacent  renal  parenchyma  shows  decreased  attenuation  on
arly  acquisitions  and  appears  as  enhancement  on  delayed
hase  studies.  Fatty  tissue  around  the  kidneys  is  often  inﬁl-
rated,  and  this  can  lead  to  true  perirenal  collections  of
eptic  ﬂuid  [16].
onclusion
n  conclusion,  the  main  infectious  pathologies  of  the  left
liac  fossa  are  sigmoid  colon  diverticulitis  and  acute  salpin-
itis.  Although  sonography  is  an  excellent  ﬁrst-line  imaging
nvestigation  for  gynaecological  pathologies,  a  CT  scan  with
ontrast  medium  remains  the  reference  investigation  for
xploring  other  diagnoses  and  for  guiding  any  interventional
adiological  procedure.
TAKE-HOME  MESSAGES
• The  most  common  aetiology  for  left  iliac
fossa  infection  in  older  patients  is  sigmoid
colon  diverticulitis  and  salpingitis  in  women  of
childbearing  age.
• Sonography  can  be  used  as  a  ﬁrst-line  investigation,
especially  for  clinical  pictures  of  gynaecological
disease.
• CT  scanning  with  intravenous  injection  of  a  contrast
medium  is  the  reference  examination  and  it  allows
clinicians  to  make  a  diagnosis,  assess  disease  spread
and  look  for  complications  of  inﬂamed  sigmoid  colon
or  its  differential  diagnoses.
• A  CT  scan  can  guide  interventional  radiology
procedures,  in  particular  percutaneous  drainage
or  ﬁne-needle  aspiration  for  microbiology
investigations.
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Figure 9. Abdominal and pelvic CT scan with intravenous injection of contrast medium: a: oblique coronal view; b: axial view of the
upper abdomen; c and d: oblique axial views of the pelvis.
(Clinical case
History of the illness
An  87-year-old  female,  with  no  medical  history  of  note,  was
admitted  to  hospital  as  an  emergency  for  an  abscess,  with
crepitation,  of  the  left  iliac  fossa  and  inguinal  region.  A  CT
scan  was  carried  out  with  intravenous  injection  of  an  iodine-
containing  contrast  medium  prior  to  surgery  (Fig.  9a—d).
Questions
(1) What  anatomical  variation  might  be  seen  on  the  CT  scan?
(2) What  would  be  your  suggested  diagnosis?Answers
(1) The  caecum  is  in  an  atypical  position  in  the  left  iliac
fossa  (Fig.  9a)  and  the  superior  mesenteric  vein  is  to  theleft  of  the  superior  mesenteric  artery  (Fig.  9b)  enabling
the  diagnosis  of  a  common  mesentery-type  intestinal
malrotation  to  be  maintained.  Malrotation  is  a congeni-
tal  abnormality  present  in  approximately  0.2%  of  births.
The  incidence  in  adults  is  not  known,  since  malrotation
is  often  asymptomatic.
2)  The  symptomatology  consists  of  the  presence  of  a  tubu-
lated  structure  within  a  left  inguinal  hernia,  that  is
perforated  (gas  bubbles  in  the  intra-hernial  fatty  tis-
sue  that  has  been  inﬁltrated)  and  abscessed  (ﬂuid  and
gas  collection)  (Fig.  9c,  d).  Diverticula  are  present
throughout  the  colon,  although  there  is  no  evidence
of  diverticulitis.  In  a  woman  with  no  surgical  history
and  with  a  common  mesentery  intestinal  malrotation,
diagnosis  leans  toward  complicated  appendicitis  with
an  inguinal  hernia.  The  diagnosis  of  perforated  necrotic
appendicitis  was  conﬁrmed  on  surgical  intervention.  At
a  follow-up  appointment  one  month  later,  the  patient
had  fully  recovered.
4D
T
c
R
[
[
[
[
[
[72  
isclosure of interest
he  authors  declare  that  they  have  no  conﬂicts  of  interest
oncerning  this  article.
eferences
[1] Lameris W, van Randen A, Bipat S. Graded compression
ultrasonography and computed tomography in acute colonic
diverticulitis: meta-analysis of test accuracy. Eur Radiol
2008;18:2498—511.
[2] Kircher MF, Rhea JT, Kihiczak D. Frequency, sensitivity, and
speciﬁcity of individual signs of diverticulitis on thin-section
helical CT with colonic contrast material: experience with 312
cases. AJR 2002;178:1313—8.
[3] Tack D, Bohy P, Perlot I, De Maertelaer V, Alkeilani O,
Sourtzis S, et al. Suspected acute colon diverticulitis: imag-
ing with low-dose unhanced multi-detector row CT. Radiology
2005;237:189—96.
[4] Mabrut JY, Buc E, Zins M. Prise en charge thérapeutique
des formes compliquées de la diverticulite sigmoïdienne
(abcès, ﬁstule et péritonite). Gastroenterol Clin Biol 2007;31,
3S27—33.
[5] Poletti PA, Platon A, Rutschmann O, Kinkel K, Nyikus V,
Ghiorghiu S, et al. Acute left colonic diverticulitis: can CT
ﬁndings be used to predict recurrence? AJR 2004;182:1159—65.
[6] Thoeni RF, Cello JP. CT imaging of colitis. Radiology
2006;240(3):623—38.
[V.  Le  Pennec  et  al.
[7] Kawamoto S, Horton KM, Fishman EK. Pseudomembra-
nous colitis: spectrum of imaging ﬁndings with clini-
cal and pathologic correlation. Radiographics 1999;19(4):
887—97.
[8] Akbulut S, Ulku A, Senol A. Left-sided appendicitis: review of
95 published cases and a case report. World J Gastroenterol
2010;16(44):5598—602.
[9] Singh AK, Gervais DA, Hahn PF, Sagar P, Mueller PR, Novelline
RA. Acute epiploic appendagitis and its mimics. Radiographics
2005;25:1521—34.
10] Wilbur AC, Aizenstein RI, Napp TE. CT ﬁndings in tuboovarian
abscess. AJR 1992;158:575—9.
11] Sam JW,  Jacobs JE, Birnbaum BA. Spectrum of CT ﬁndings
in acute pyogenic pelvic inﬂammatory disease. Radiographics
2002;22(6):1327—34.
12] Nalaboff KM, Pellerito JS, Ben-Levi E. Imaging the
endometrium: disease and normal variants. Radiographics
2001;21(6):1409—24.
13] Kubich-Huch RA, Hebisch G, Huch R. Role of duplex colour
ultrasound, computed tomography, and MR angiography in the
diagnosis of septic puerperal ovarian vein thrombosis. Abdom
Imaging 1999;24:85—91.
14] Zissin R, Gayer G, Kots E. Iliopsoas abscess: a report
of 24 patients diagnosed by CT. Abdom Imaging 2001;26:
533—9.
15] Lenchik L, Dovgan DJ, Kier R. CT of iliopsoas compartment:
value in differentiating tumor, abscess and hematoma. AJR
1994;162:83—6.
16] Kawashima A, Sandler CM, Goldman SM. CT of renal inﬂamma-
tory disease. Radiographics 1997;17:851—66.
